Objectives: The objective of this study was to investigate the influence of theoretically important dimensions of stability and change in economic hardship during early middle years on decade-long health problems of husbands and wives. Method: The study used prospective data collected from 360 middleaged husbands and wives during a 12-year period. The variables included self-reported economic hardship (22 items), mental and physical health, and physical impairment. Results: The results supported the hypothesis that the
dynamics of family economic hardship (in terms of stability and change) during the early middle years contribute to subsequent onset of health problems of middle-aged husbands and wives. These health problems in turn progress as an interrelated process through intrahealth-domain continuities, crosshealth domain proliferations, and dyadic associations as they pass through midlife. Discussion: A better understanding of these processes may aid in the formation and effective implementation of health promotion programs for middle-aged husbands and wives.
Keywords economic hardship, health, midlife
Although midlife is generally considered a time of relatively good health (Lachman & James, 1997) , previous studies have suggested that midlife is a sensitive developmental period. During midlife, the incidence of chronic diseases (Siegler, 1997) and physical impairment (Martikainen, Stansfeld, Hemingway, & Marmot, 1999) as well as interindividual differences in health status, increase, thus leading to health disparities in later life McDonough & Berglund, 2003) . Increasing incidence of and interindividual differences in health status may be partly attributed to the fact that men and women who have experienced more stressful life difficulties than others become increasingly susceptible to both mental and physical health problems during this period of life (Robert & House, 1996; Wickrama et al., 2001 Wickrama et al., , 2006 Lorenz et al., 2006) .
The association between economic hardship and health problems such as poor physical health, poor mental health, and physical impairment is well documented (McDonough & Berglund, 2003; Lorenz et al., 2000; Lynch, Kaplan, & Shema, 1997) . This association seems to operate not only through material deprivation but also through social, behavioral, and psychological problems generated by experiences with economic hardship (Ahnquist, Fredlund, & Wamala, 2007; Lynch et al., 1997) . However, most previous studies have (a) conceptualized and analyzed both economic hardship and health outcomes in static terms rather than as dynamic temporal processes (McDonough & Berglund, 2003) and (b) often focused on single or limited health outcomes (Aneshensel, 2005) . Specifically, little is known about the influence of the dynamics of family economic hardship on the progression of multiple health problems of husbands and wives over the middle years. This study addresses this gap in current research by examining stability and change in economic hardship (i.e., chronically high, consistently low, increasing, and decreasing) in relation to the progression of interrelated health problems.
In the present study we draw on stress-process theory (Pearlin, 1989; Pearlin & Skaff, 1996) within the life-course perspective (Elder, George, & Shanahan, 1996) as a theoretical guide for predicting the dynamic temporal association between family economic hardship and health outcomes (Pearlin, Schieman, Fazio, & Meersman, 2005) . The life-course perspective (Elder et al., 1996) suggests that increasing heterogeneity in individual trajectories of economic hardship promotes heterogeneity in health/developmental consequences over the life course. The stress-process theory (Pearlin & Skaff, 1996) elaborates stress-health causal mechanisms, particularly how different forms of stressful experiences contribute to different health consequences. Consistent with the "proliferation" principle of stress-process theory (Pearlin et al., 2005) , we further contend that not only stressors but also health problems proliferate across different health domains such as mental health, physical health, and physical functioning (Taylor & Lynch, 2004) .
The Present Study
Drawing on these conceptual and methodological advances and using prospective data collected from 360 middle-aged husbands and wives during a 12-year period, the present study investigates family economic dynamics in the early middle years and their subsequent health consequences for husbands and wives after taking dyadic associations between husbands and wives into account. Our analysis addresses two specific questions.
First, as shown in Figure 1 , we investigate the influence of theoretically important dimensions of stability and change in economic hardship during early middle years (the aftermath of rural farm crisis in late 80s and early 90s) on decade-long health problems of husbands and wives. Second, also as shown in Figure 1 , we investigate how these decade-long health problems are mediated by more immediate health consequences of dynamics of family economic hardship forming an interrelated dyadic health process over the middle years. Figure 1 presents the progression of health problems for husbands and wives over the middle years. For both husbands and wives, horizontal continuous arrows denote intrahealth domain stabilities over time, whereas diagonal broken arrows denote cross-domain proliferations. Dotted two arrows denote interspouse influences (within domains or interdomain). Within the limitations of the available data, we identify the best fitting temporal order of the variables to test our directional hypotheses. We discuss these hypothesized associations in the following paragraphs.
Family Economic Hardship During the Middle Years
Family economic hardship arises when families lack the financial resources required to fulfill family needs for food, clothing, housing, utilities, and medical care. According to Mirowsky and Ross (1999) , direct measures of family economic hardship combine bioeconomic assessment of family income (adequacy of family income to meet absolute material needs such as food; official poverty criteria) with subjective satisfaction with family income (adequacy of family income in terms of personal contentment). Several researchers suggest that reports of family economic hardship are more immediately relevant measures of family economic difficulties than measures based on family income (McDonough & Berglund, 2003; Mirowsky & Ross, 1999) .
Although previous studies show that, on average, economic hardship declines and the levels of wealth increase successively in older age groups up to late middle age (Mirowsky & Ross, 1999 , 2001 U.S. Bureau of the Census, 1994) , there may exist interhousehold differences or heterogeneity in economic hardship trajectories (Lorenz, Elder, Bao, Wickrama, & Conger, 2000) . There may be increases and decreases in economic hardship and consistently low and chronically high economic hardship (McDonough, Sacker, & Wiggins, 2005; Yuan, 2008) . Indeed, the current middle-aged baby boom cohort, in particular individuals from high and middle income groups, has experienced a significant downfall in their work and economic conditions. This is particularly true for farmers during the farm crisis in the late 80s and early 90s (Lorenz et al., 2000) . In contrast, empirical evidence also suggests that a relatively small fraction of individuals experiencing economic hardship may acquire new and alternative sources of income and even escape from economic hardship (Lorenz et al., 2000; McDonough et al., 2005; Mirowsky & Ross, 1999) . Finally, consistent with the traditional view of economic disadvantage, individuals who are at the bottom of the income distribution are structurally trapped and unable to escape the chronic state of economic hardship (McLeod & Shanahan 1996) . However, when economic hardship is assessed at an aggregate level, potential heterogeneity in economic hardship trajectories may be averaged away and not evident (McDonough & Berglund, 2003) . We propose that these differences in economic hardship will have significant influences on later health and well-being.
Dynamics of

The Dynamics of Economic Hardship and Health Outcomes
In the present study, we expected that different trajectories of economic hardship would represent different dimensions of life stress. For example, husbands and wives who have experienced chronically high, increasing, or decreasing economic hardship have a history of family economic stress at different points in time. These experiences contrast sharply with the histories of couples who demonstrate no evidence of economic hardship during the same time period (McDonough et al., 2005; Yuan, 2008) . Thus we hypothesize that experiencing these temporarily different forms of economic hardship will be positively related to poor mental health, physical illness, and physical impairment and they will be experienced in distinct ways, when compared to the consistently low group.
Further support for these predictions comes from laboratory-based and medical stress research, which has shown that stressful conditions influence physical health directly by causing deleterious effects through an interconnected set of physiological mechanisms (e.g., cardiovascular, hormonal, neurological, and immunological; Lovallo, 2005) . When the source of stress is chronic, these processes may have a sustained impact on physical health (Fremont & Bird, 2000; Wickrama et al., 2001) . Moreover, chronic economic hardship produces a cumulative "dose-response" effect (Singh-Manoux, Ferrie, Chandola, & Marmot, 2004) on physiological indicators of chronic stress exposure and the subsequent physical health of an individual (Pearlin et al., 2005) . Thus the detrimental health effect of chronic economic hardship is stronger than that of intermittent economic hardship (McLeod & Shanahan, 1996) . Experiences with chronic economic hardship may also directly contribute to poor mental health by producing depressive feelings directly and indirectly through erosion of one's self-concept (Lever, Pinol, & Uralde, 2005) . The influence of chronic economic hardship on health is also consistent with the notion of "weathering", the accumulated consequences of exposure to socioeconomic adversity (Geronimus, Hicken, & Bound, 2006) .
In contrast to chronic economic hardship, economic stress may be acute or transient (Mirowsky & Ross, 2001) . For many, these instances of economic stress may be considered less problematic, short term, and manageable. Because of their short term nature, these hardship experiences may be successfully resolved (Yuan, 2008) and less detrimental for physical and mental health (Aneshensel, 1999) . Contrary to this expectation, however, recent research suggests that acute instances of economic hardship (e.g., sharp increases) are equally as detrimental for the health of family members as is chronic economic hardship due to the stress of managing a decline in the family economy (Yuan, 2008) . These effects may precipitate health problems over time.
Previous experiences with economic problems, although they were resolved, would have persistent health effects through several pathways. According to "latency models" (Meaney et al., 1996) , the effects of early adverse experiences (early health damages) may manifest years after the exposure. Also, early economic hardship may result in lack of medical check-ups, care, and treatments during critical periods in the life course (Singh-Manoux et al., 2004) .
Interrelated Processes of Different Health Domains
As shown in Figure 1 , we expect that families that experience economic hardship in the early middle years will manifest greater levels of depressive symptoms, physical illnesses, and physical impairments. In turn, these health problems, especially chronic illnesses (e.g., cancer, cardiovascular disease, hypertension, and arthritis) and physical impairments are predicted to continue over time. Also important, the incidence and prevalence of these health problems are expected to increase with advancing age (Taylor & Lynch, 2004) . Figure 1 , and as previously noted, these health problems progress as an interrelated health process with cross-domain proliferation over the middle years and into later years. Earlier research provides evidence for this expected bidirectional association between physical illness and poor mental health. Biological research has shown that poor mental health can contribute to physical illnesses through a number of mechanisms including the activation of the hypothalamic-pituitary-adrenocortical (HPA) axis and sympathetic-adrenal-medullary (SAM) system, immune function effects, and behavioral changes (Kubzansky & Kawachi, 2000) . Also important, previous studies suggest that physical illness may contribute to mental health problems through (a) unhappiness about having to deal with the ailment, (b) physical illness itself or the bodily pain or limitations, (c) changes in physical appearance (Lewinsohn, Clarke, Rhode, Hops, & Seely, 1996) and a limited socioeconomic success attainment (Wickrama, Conger, & Abraham, 2005) .
As shown in
Furthermore, studies have shown that poor mental health, in particular depressed mood or depressive disorders, has a strong influence on physical impairment (Steptoe & Marmot, 2003) . At the same time, physical impairment is a documented risk factor for mental health problems (Lewinsohn et al., 1996) . Finally, physical impairment may contribute to poor physical health due to several related conditions, including a sedentary lifestyle, lack of exercise, hypertension, and obesity. At the same time, physical illness such as arthritis and cardiovascular disease (CVD) may directly increase the degree of physical impairment.
Husband and Wife Correlations, Crossover Influences, and Gender Differences
Husbands' and wives' health problems may be contemporaneously associated with each other (correlations) both within and across health domains. For example, one person's depressed mood is contemporaneously associated with another's depressed mood (O'Brien, 2005) . Similarly, one person's poor physical health and physical impairment may be contemporaneously associated with another's depressed mood. In addition, one person's health problems may influence another's health problems over time (longitudinal transactional influences). For example, husbands' health problems and associated care may be a burden for the wife, which may have mental and physical health consequences, and vice versa (Haug, Belgrave, & Jones, 1992) .
Furthermore, husband's and wife's physical health may be associated through their involvement in health-related behaviors. Health-related behaviors of husbands and wives may be influenced by several dyadic opportunities and constraints (Cockerham, 2007) . First, marriage may provide joint opportunities (e.g., companionship, sharing resources, reciprocities, and higher frequency of activities) for health-promoting behaviors such as healthy food consumption (Thornton et al., 2006) . Second, husband's and wife's activities may be structured/patterned so that both husband and wife have opportunities (e.g., time) to engage in individual health-promoting behaviors (e.g., regular exercise). Third, family health norms that may constrain both spouses' participation in health-risk behaviors, such as unhealthy food consumption, smoking, and excessive drinking result in dependencies between husbands and wives (Bennet & Wolin, 1990 ). Thus the present study will investigate these contemporaneous and longitudinal dyadic associations (dependencies) between husbands and wives.
As previously noted, the association between economic hardship and health seems to operate not only through material deprivation but also through social, behavioral, and psychological problems generated by experiences with economic hardship (Ahnquist et al., 2007; Lynch et al., 1997) . Previous research has shown that men and women in rural areas are more likely to be committed to traditional gender roles/activities-women (mothers) primarily to family management and child rearing while men (fathers) primarily to economic activities (Wickrama et al., 1995) . For wives, family economic problems may mainly disrupt their family management and child rearing role, whereas, for husbands, chronic economic failures may mainly disrupt their "bread winner" identity. Thus family economic hardship may be equally stressful for both husbands and wives resulting in negative health outcomes. However, less is known about potential husband-wife differences (or similarities) in the expected associations between family economic dynamics and health problems. In the present study, we will also explore potential gender moderations.
Method
Participants and Procedures
The data used to evaluate our theoretical model are from the Iowa Midlife Transition Project (MTP), a study of 360 husbands and wives. These men and women were originally participating in the Iowa Youth and Families Project (IYFP) in 1989, 1990, 1991, 1992, and 1994 and then continuing on to participate in the Midlife Transitions Project (MTP) in 2001. For both projects, trained field interviewers visited the families in their homes. During the visit, a professional interviewer asked each family member to complete a detailed questionnaire about family life, work, finances, friends, and mental and physical health status, including health behaviors. Family members independently completed the questionnaires so that they could not see one another's answers.
The IYFP involved 451 families from eight counties in Iowa (see Conger & Elder, 1994) . The site for the research was determined by our interest in rural economic stress and well-being. Because many of the outcomes and processes considered in the overall study were concerned with children's development, families selected to participate had to have at least two children. Eligible families were identified through contacts with the public and private schools within the eight counties. Of the eligible families, 78% agreed to participate.
At the first wave of IYFP data collection in 1989, 97% of the husbands were employed. About 97% of the employed husbands were full-time workers. In terms of occupational status, the men in this sample included farmers (22%), professionals and managers (28%), technicians and skilled workers including sales workers (40%), office workers (3%), and unskilled workers (7%). The median yearly income in 1989 was US$22,000. The average occupational prestige scores for the men in our sample, on a scale of 1 to 100, were 43 (Nakao & Treas, 1990) . In 1989, both husbands and wives were in their early middle years; the average ages of husbands and wives were 40 and 38 years, respectively. The median number of years of education was 13.
Because there are very few minorities in the rural area studied, all families in the combined sample were White. Adult participants (N = 416) were interviewed again in the early months of 2001 as part of the MTP. The attrition rate for the combined sample was 14% across the 12-year period. We tested our theoretical model with a sample of 360 consistently married husbands and wives who provided complete data for all assessments in 2001. Out of the 360 complete cases in 2001, some cases were unavailable for a specific wave of data collection (nearly 9% of the data). This study used full information maximum likelihood (FIML), available in AMOS software, to test the hypotheses using all available data in the analysis. FIML provides more efficient and less biased parameter estimates from incomplete data (Enders, 2001) . We further tested the model with and without the inclusion of the 9% missing cases and found no significant differences in the results.
Measures
Depressed mood. Depressed mood was measured by the 13-item depressive symptomology subscale of the SCL-90-R (Derogatis & Melissaratos, 1983 ) in 1994 Respondents were asked to indicate on 5-point scale, ranging from 1 (not at all) to 5 (extremely), how much in the past week they were bothered by symptoms of depressed mood such as crying easily, feeling lonely, feeling blue, feeling worthless, and feeling hopeless about the future. Responses for all 13 items were averaged to create a depressive symptoms subscale that could potentially range from 1 to 5. Cronbach's alpha for depression in 1994 was .91 for both husbands and wives and Cronbach's alpha for depression in 2001 was .89 for both husbands and wives.
Physical illnesses. Respondents were presented with a list of 46 health conditions in 1994 and asked whether they "had any problems with any of the symptoms or diseases listed" during the past 12 months. In 2001, 30 ageappropriate illnesses were added to the original list. The illnesses ranged from relatively minor conditions such as the common cold and sore throats to more severe diseases such as heart conditions, diabetes, and cancer. The number of illnesses measure was created by the counts of reported illnesses. Because the counts of illnesses was skewed, the measure was transformed logarithmically.
Physical impairment. The degree of physical impairment was measured by the 10-item physical impairment scale of the Rand Health Science Program in Health Survey 1.0 (1986) in 1994 and 2001. Respondents were asked to indicate on a 3-point scale-ranging from 1 (no, not limited at all) to 3 (yes, limited a lot)-how much they were limited by physical impairments such as vigorous activities (e.g., running or lifting heavy objects) and moderate activities (e.g., moving a table, pushing a vacuum cleaner, lifting or carrying groceries). Responses were averaged to create the physical impairment scale that could potentially range from 1 to 3. Cronbach's alpha for physical impairment in 1994 was .84 for husbands and .88 for wives, and Cronbach's alpha for physical impairment in 2001 was .89 for husbands and .91 for wives.
Family economic hardship. The lists of economic problems were adapted from Dohrenwend, Krasnoff, Askenasy, and Dohrenwend (1978) . The measure of family economic hardship (one measure per family) was created by summing the wife's and husband's "yes" responses to each of 22 items in 1989, 1990, 1991, and 1992 that indicate economic problems experienced by the family (1 = yes, 0 = no). The list of economic problems included items such as "received government assistance," "borrowed money to help pay bills," "sold possessions or cashed in life insurance," "changed residence to save money," "reduced or eliminated medical insurance," "changed food shopping or eating habits to save money," "postponed or delayed paying property tax," and "sold property to raise money."
Analyses
Identifying Family Economic Hardship Groups. As a first step in the analyses, we used observed measures (husbands' and wives' reports) of family economic hardship to identify theoretically important temporal forms of stability and change in family economic hardship from 1989 to 1992. We selected four groups from the sample in the following order (without replacement). First, we selected the consistently low economic hardship group as follows: families whose initial score on economic hardship was equal to or less than the mean initial level of economic hardship (4.65) and changed from 1989 to 1992 only between +1 or -1 (half a standard deviation of change) OR If the change is more than 1 and the final score in 1992 was also less than the mean score. Second, from the remaining families, we selected the chronically high economic hardship group as follows: families whose initial level was more than 4.65 and changed only between +1 or -1 OR If change is less than -1 and the final score in 1992 was also more than the mean score. Third, from the remaining families, we selected the increasing economic hardship group as follows: families whose initial score on economic hardship was less than 4.65 and an increase in economic hardship was more than 1. Finally, we selected the decreasing economic hardship group as follows: families whose initial score on economic hardship was more than 4.65 and a decrease in economic hardship was more than 1. These criteria accommodated all the families in the sample.
We used the initial (1989) and final (1992) scores for this classification under the assumption that change in economic hardship is linear. To test this assumption, we estimated growth curves for each economic hardship group; all groups showed respectable fit with linear growth with nonsignificant quadratic terms except for the decreasing economic hardship group. Moreover, the average group trajectories in Figure 2 indicate that the data from all four waves (1990, 1991, 1992, and 1994) follow the identified pattern of trajectories. This theoretically based approach has been used by previous studies (e.g., Clipp, Pavalko, & Elder, 1992) . Also, these directly identified four groups are consistent with four latent classes of poverty identified by McDonough and colleagues (2005) . This approach to classification served our purposes by creating distinctive groups that accommodate all families and also created groups with large enough group sizes ( Figure 2) to yield stable estimates of means and slopes. Also, group analysis (intraclass correlations) showed that between-group differences in the initial level and in change in economic hardship were statistically significant providing evidence for the heterogeneity and validity of identified four groups. Figure 2 presents mean trajectories of economic hardship groups along with mean values and group sizes.
Testing Models
The hypothesized longitudinal path models were tested within a Structural Equation Modeling (SEM) framework (AMOS version 7). Given the comprehensiveness of the hypothesized model and the sample size and data limitations, we tested three incremental models (M1, M2, and M3). First, we predicted multiple health outcomes in 2001 between health domains using family economic hardship groups for husbands and wives separately (M1s). These models included contemporaneous correlations between health domains. Second, to examine the health progression of husbands and wives over middle years, we extended M1 models by adding health outcomes in 1994 as mediators. Finally, to take dyadic processes into account, we tested a comprehensive dyadic "cross-lagged" model (M3) by combining husbands' and wives' models (M2s), including (a) within person "cross-lagged" paths from 1994 to 2001, (b) "cross-lagged" paths between husband and wife from 1994 to 2001 (transactional paths), and (c) contemporaneous correlations of We used a range of indices to evaluate model fit. Each index evaluates fit differently and has certain strengths and limitations; we used chi-square statistics, CFI, NFI, and RMSEA to evaluate our theoretical model. A chi-square, degree of freedom ratio below about 3.0 indicates an acceptable model-fit (Carmines & McIver, 1981) . The comparative fit index (CFI) and the root mean squared error of approximation (RMSEA) were also used to evaluate the study models. A CFI value of more than .95 and RMSEA of less than .05 indicate that the model fits the data well (Hu & Bentler, 1999) .
Testing Gender Differences
The dyadic model also allowed us to compare husbands' paths with corresponding wives' paths using equality constraint tests (Wickrama, Conger, Lorenz, & Matthews, 1995) . In these tests, the two theoretically relevant paths are constrained to be equal in the model to determine whether this procedure would significantly reduce the model fit. The change in chi-square for one degree of freedom for each paired comparison is used to test whether two paths are significantly different. Table 1 provides descriptive statistics for all of the health variables. The mean values of family economic hardship are 4. 65, 4.28, 4.38, and 4.43 from 1989, 1990, 1991, to 1992, respectively . For the total sample, the mean values of physical illness, depressive symptoms of husbands, and physical impairment suggest that the sample is fairly healthy; health problems increased from 1994 to 2001. Although the physical illness lists in 1994 and 2001 were not the same, individual illness analysis (not presented in the Table 1) showed that some chronic illnesses including diabetes, cancer, hypertension, and heart attacks increased from 1994 to 2001 for both husbands and wives. These descriptive data suggest that, in aggregate, there was a decline in health during the 7-year period from 1994 to 2001.
Results
As shown in Table 1 , the levels and changes in health problems were different for different economic hardship groups. The consistently low economic hardship group had the lowest initial level (1994) and smallest increase in all the health problems from 1994 to 2001 of all the groups. For husbands, the chronically high economic hardship group showed the highest mean levels in health problems in 1994 and 2001 (except for illness in 2001). For Journal of Aging and Health 22(8) wives, the decreasing economic hardship group showed the highest mean levels in 1994 and 2001 (except for depression in 2001) suggesting that early high levels of economic hardship may have caused lasting health damage over time. As shown in Figure 3 , the levels of physical impairment, depressive symptoms, and physical illness in 2001 were regressed together on dummy variables representing economic hardship groups (decreasing, increasing, and chronically high [1989-1992] with consistently low as the omitted category) and educational level (as a control variable) after taking the correlation between different health problems into account (M1). Results for husbands showed that experiences of chronically high economic hardship significantly influenced physical impairment (β = .17, t = 2.75) and depressive symptoms (β = .15, t = 2.41), and experiences of increasing economic hardship (β = .10, t = 1.69) and chronically high economic hardship (β = .11, t = 1.86) marginally influenced physical illness in 2001, compared to the consistently low economic hardship group. For husbands, experiences of decreasing economic hardship did not predict physical health problems in 2001, compared to 1989-1992 2001 .05 (.85) .
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The results for wives ( Figure 5 ) showed that the decreasing economic hardship group had significantly higher physical impairment (β = .21, t = 3.82), depressive symptoms (β = .12, t = 2.23), and physical illness (β = .12, t = 2.11) and the chronically high group had significantly higher depressive symptoms (β = .20, t = 3.47) compared to the consistently low economic hardship group. 
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. The increasing economic hardship group had marginally higher physical illness (β = .10, t = 1.85) and marginally higher depressive symptoms (β = .10, t = 1.88) compared to consistently low group. Although the direct influences of experiences of increasing economic hardship on health outcomes in 2001 were not significant, indirect influences (involving significant paths in Figure 5 ) on physical impairment (2001) through health outcomes in 1994 were significant exerting a total effect of .13. Similarly, indirect influences on depressive symptoms (2001) through health outcomes in 1994 were significant, exerting a total effect of .11. In addition, indirect influences on physical illness (2001) through health outcomes in 1994 were significant exerting a total effect of .11. Also, the indirect effect of experiences of chronically high economic hardship on depressive symptoms in 2001 was significant (.11). For husbands (Figure 4 ), physical impairment, depressive symptoms, and physical illness showed moderate intradomain stabilities from 1994 to 2001 (βs = .53, .50, and .41, respectively) . Importantly for husbands, all the crossdomain proliferation between physical impairment, depressive symptoms, and physical illness were significant, except for the influence of physical impairment on depressive symptoms. Physical impairment and depressive symptoms in 1994 contributed to an increase in physical illness from 1994 to 2001. Similarly, depressive symptoms and physical illness in 1994 contributed to an increase in physical impairment from 1994 to 2001. However, only physical illness in 1994 contributed to an increase in depressive symptoms from 1994 to 2001. Residual errors of contemporaneous health constructs were significantly correlated across 3 domains. The overall fit of the model was excellent, with a CFI of 1.0 and RMSEA of 0. The fully recursive model did not show a significant improvement over this model. For wives ( Figure 5 ), physical impairment, depressive symptoms, and physical illness showed moderate intradomain stabilities from 1994 to 2001 (βs = .46, .47, and .53, respectively) . For wives, there was less evidence for cross-domain proliferation. Physical impairment in 1994 contributed to an increase in physical illness from 1994 to 2001, and physical illness in 1994 contributed to an increase in physical impairment from 1994 to 2001. For wives, neither physical impairment nor physical illness in 1994 contributed to an increase in wives' depressive symptoms from 1994 to 2001. Residual errors of contemporaneous health constructs were significantly correlated across 3 health domains. The overall fit of the model was excellent, with CFI of 1.0 and RMSEA of .03. The fully recursive model did not show a significant improvement over this model. Table 2 presents the results of the dyadic model (M3; as shown in Figure 1 ) that combines husband model and wife model (M2s). Given the sample size limitations, we identified a parsimonious comprehensive dyadic model -1994 HIMP-1994 WDEP1-1994 HDEP1-1994 WILL-1994 HILL-1994 WIMP-2001 HIMP-2001 WDEP-2001 HDEP-2001 WILL-2001 HILL-2001 Decreasing EH group .21* (3.81)
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Note: Significant correlations between HDEP and WDEP, HDEP and HILL, HIMP and WIMP, and WIMP and WILL in 2001 were .10, .11, .12, and . including only significant paths (except for within-domain transactional, "cross-lagged" paths between husbands and wives) and significant contemporaneous correlations. Because all paths from husbands' education and wives' education to health constructs were not significant, husbands' and wives' education were removed from the dyadic model. Table 2 presents the results of the dyadic model (M3). The coefficients estimated in the dyadic model did not differ significantly from those in the two separate husband and wife models (M2s). However, the dyadic model (M3) provided evidence for one additional significant transactional influence and four significant contemporaneous correlations. Wives' depressive symptoms in 1994 significantly influenced husbands' depressive symptoms in 2001 (β = .09, t = 1.97). However, this influence is not significantly different from the influence of husbands' depressive symptoms in 1994 on wives' depressive symptoms in 2001. The correlations between husbands' depressive symptoms and wives' depressive symptoms, and husbands' physical illness and wives' physical illness in 1994 were significant (r = .10, p < .05; r = .10, p < .05, respectively). The correlation between husbands' physical impairment and wives' physical impairment, and husbands' depressive symptoms and wives' depressive symptoms in 2001 were significant (r = 12, p < .05; r = .10, p < .05, respectively). The overall fit of the model was excellent, with a CFI of 1.0 and RMSEA of .00. The fully recursive model did not show a significant improvement over this model.
The results of equality constraint tests using the dyadic model (M3) showed that the influences of decreasing economic hardship on physical impairment and depressive symptoms were significantly different for husbands and wives (change in chi-square for 1 df = 6.30, p < .05 and 3.90, p < .05, respectively). For both husbands and wives, education was not significantly correlated with any economic hardship groups or health problems in 1994 and 2001. Also, equality constraint tests using the dyadic model (M3) showed that only the effects of depressive symptoms (1994) to physical illness (2001), and depressive symptoms to physical impairment (2001) were significantly different for husbands and wives (changes in chi-square for 1 df = 3.78 p < .05 and 4.20, p < .05, respectively).
Discussion
The objectives of the present study were to investigate (a) the influence of stability and change in family economic hardship during the early middle years on subsequent levels of physical illness, depressive symptoms, and physical impairment of husbands and wives and (b) how these health problems progress as a related process over the middle years. The results contribute Journal of Aging and Health 22(8) to a deeper understanding about the dynamic association between family economic hardship and husbands' and wives' health outcomes.
Consistent with the stress-process theory within the life-course perspective (Elder et al., 1996; Pearlin et al., 2005) , the present study was able to capture different health effects of chronic exposure to economic hardship and changes in family economic hardship and their distinct health effects (Lynch et al., 1997) . Also, the present investigation was consistent with the social consequences model of life-course disruptions by investigating the progression of an array of health problems (Aneshensel, 2005) . More important, providing evidence for the hypothesized causal direction, the results showed that the dynamics of family economic problems in the early middle years (1990) (1991) (1992) (1993) (1994) are linked to decade-long health problems (2001) . These influences operate largely through intrahealth-domain continuities, cross-health-domain proliferation of health problems, as well as contemporaneous and longitudinal dyadic associations between husbands and wives during the middle years, not as direct influences.
For husbands, those in the chronically high economic hardship group were the most strongly affected. They experienced the most physical illnesses, higher depressive symptoms, and greater physical impairments when contrasted with the consistently low economic hardship group in 1994 as well as in 2001. These health problems of middle-aged husbands may be a long-term consequence of continuously living in an economically stressed family environment (e.g., exposure to "dose response" effect).
For wives, decreasing levels of economic hardship influenced subsequent levels of physical illness, impairment, and illness, implying that current economic conditions did not erase the health effects of previous experiences of high levels of economic hardship (McDonough & Berglund, 2003 ). It appears that, for these rural wives with at least two adolescents (in 1989), previous experiences with high levels of family economic problems had more persistent influence on physical impairment and illness than for husbands (e.g., latency effect or/and permanent health damages).
For wives, increasing economic hardship was also marginally associated with subsequent levels of physical illness and depressive symptoms, whereas for husbands, increasing economic hardship was marginally associated with subsequent levels of physical illness only. This is consistent with recent research findings (Yuan, 2008) showing that an increase in family economic hardship is also detrimental for the health of family members.
In addition, for both husbands and wives and consistent with the proliferation principle, the results revealed evidence of cross-domain proliferation between health problems of different types over a 7-year period in the middle years. In general, these findings show that, for both husbands and wives, physical illness, depressive symptoms, and physical impairment progress over the middle years as a self-perpetuating interrelated process. However, for husbands, there appeared to be more cross-domain proliferation and reciprocity in health problems across different health domains than for wives. These results warrant future research to elucidate the mechanisms responsible for the differential health influences of different aspects of the dynamics of family economic hardship and for the husbands' and wives' differences in the above processes.
Although results showed that progression of health problems of both husbands and wives are influenced by family economic hardship, there is a lack of contemporaneous and longitudinal dyadic associations of health problems between husbands and wives. It seems that family economic hardship initiates health trajectories of husbands and wives that are not strongly interlocked during middle years.
Consistent with the social causation tradition, our findings showed that family economic hardship in the middle years produces negative health consequences for middle-aged husbands and wives, initiating a possibly self-perpetuating health process. The cycle may continue as poor health selects middle-aged adults into more adverse life circumstances. In general, these results are consistent with the life-course perspective, in that early stressful experiences appear to produce cumulative consequences from one stage of the life course to another (Elder et al., 1996; Wickrama, Conger, Wallace, & Elder, 2003) .
Despite these suggestive findings, there are also limitations to the present research. For example, our self-reported information regarding health problems may be a source of bias. Also, because the seriousness of illnesses varies, our count measure of physical illness may be biased toward acute illnesses. Future research should extend this line of research using clinical measures of health outcomes also taking seriousness into account. And although the findings provide general support for the hypothesized model, the applicability of the historical context of the study (i.e., farm crisis) and unique characteristics of the sample and the data limit the generalizability of the results. Replication with a broader cross-section of the population that includes diverse ethnic groups and both rural and urban families, with more variation in family demography (e.g., family size), and with measurements that stretches throughout midlife would increase our confidence in the general applicability of the findings presented in this study. Nevertheless, the findings of the present study are useful because they are applicable to an important specific section of the general population.
Using a sample representing an important component of the general population, this study demonstrates long-term health consequences as a function of both chronic economic hardship and changes in family economic hardship in the middle years. Thus policies and programs geared toward reducing poverty should recognize the health consequences of long-term exposure to poverty and changes in poverty as well. In addition, our findings elaborate the progression of related health processes involving the proliferation across different types of health problems during the middle years. A better understanding of these processes may aid in the formation and effective implementation of mental and physical health promotion programs for middle-aged husbands and wives.
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